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Commemorating CDC’s 60th 
Anniversary 


This month marks the 60th anniversary of the estab- 
lishment of CDC, which was founded as the Commu- 
nicable Disease Center on July 1, 1946, in Atlanta, 
Georgia (/). To commemorate this anniversary, MMWR 
is departing from its usual report format to present a 
series of commentaries by past directors and the current 
director of CDC. The directors were invited to give their 
personal perspectives on the key public health achieve- 
ments and challenges that occurred during their tenures. 

Reports from MMWR and the media have provided 
contemporary accounts of the events that shaped CDC 
over the years. Other histories have been researched by 
CDC authors (2) or drawn from interviews with staff 
members and partners whose achievements contributed 
to the CDC public health legacy (3,4). The unique views 
provided by CDC directors might reinforce these per- 
spectives or reveal something much different. 

This week’s issue of MMWR contains the first 
Director's Perspective, written by David J. Sencer, who 
served as director of CDC during 1966-1977. Com- 
mentaries by other CDC directors will be published in 
the months ahead. 
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CDC's 60th Anniversary 


Director’s Perspective — David J. Sencer, 
M.D., M.P.H., 1966-1977 


Change, national and international, was the engine that 
thrust CDC into its third decade (1966-1975). Starting the 
decade as the Communicable Disease Center, it ended the 
decade as the Center for Disease Control as part of the Public 
Health Service (PHS) under the U.S. Department of Health, 
Education, and Welfare (HEW) (Box). 

By 1965, CDC had become a national resource in commu- 
nicable disease control, serving its primary constituency, state 
and local health departments, through technical assistance, 
loan of personnel, and grants in aid. By then, the Epidemic 
Intelligence Service (EIS) was firmly entrenched as the nation’s 
major source of trained epidemiologists. CDC laboratories 
were recognized as gold standards in microbiology, clinical 
chemistry, and toxicology. Programs to assist states in the con- 
trol of vaccine-preventable diseases, sexually transmitted dis- 
eases, and tuberculosis were functioning well. However, only 
1 year later, events in the United States and abroad forever 
changed the scope of CDC’s public health responsibilities. 
These events transformed CDC into a major contributor to 
global health programs and broadened its domestic responsi- 


bilities well beyond communicable disease. 


Global Health 


In 1966, CDC inherited one disease-eradication program 


that was faltering and initiated another that led to the first 
and only worldwide eradication of a disease. The first pro- 


sram targeted malaria. In 1966, malaria activities of the U.S. 
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Agency for International Development (USAID), in support 
of the World Health Organization (WHO) Malaria Eradica- 
tion Program, were falling short of their goals. The basic 
premise of the WHO program was that malaria could be eradi- 
cated by control of its mosquito vectors using indoor spray- 
ing with DDT. Obstacles to this goal included inadequate 
surveillance, lack of research, corruption and waning support 
in the countries involved, and insufficient training of health- 
care workers. 

CDC spearheaded efforts to include more effective surveil- 
lance and research, improve training, and instill good man- 
agement practices into country programs in cooperation with 
their national health authorities. Under the leadership of 
Donald Schliessmann and Robert Kaiser, CDC changed the 
focus of malaria activities from eradication to control of death 
and morbidity (/). Today, nearly 40 years later, CDC is rec- 
ognized as a leading force in the global fight against the dis- 
ease, focusing on evaluation of methodology, surveillance, and 
field research through its stations in Kenya and Guatemala, 
and collaborating with USAID and WHO on the President's 
Malaria Initiative and the Roll Back Malaria program. 

The second global challenge was smallpox. CDC envisioned 
a smallpox eradication program, based on efforts begun by 
CDC's Alexander Langmuir and D.A. Henderson, for 20 
countries in West and Central Africa. CDC agreed to a 
request from USAID to assist in a measles-control program in 
the area on the condition that the program be combined with 
smallpox eradication. This arrangement was supported by 
USAID, which agreed to fund the program. Henderson was 
assigned to WHO headquarters to head the global effort, and 
J. Donald Millar led CDC's efforts in West Africa. 

To prepare for their field work, epidemiologists and opera- 
tions officers were trained in smallpox epidemiology, clinical 
aspects, and vaccine properties; they also received French lan- 
guage instruction and lessons in motor vehicle repair. They 
embarked on a program that demonstrated that smallpox eradi- 
cation was possible, but only if the standard approach was 
altered drastically. Although original plans had called for mass 
vaccination, CDC staff in Nigeria demonstrated that eradica- 
tion was best achieved by surveillance and containment of 
local outbreaks (2). The last case of smallpox in West Africa 


was reported in 1970; the program was successful, under bud- 


get, and a year ahead of schedule. Technology and supplies 


were vital to the effort; however, more important was the abil- 
ity of CDC staff members to establish collegial relations with 
their counterparts in the countries in which they worked, 
motivating them to assume responsibility and leadership. This 
ability has proven indispensable and remains a key to CDC’s 


successful global activities (3). 
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BOX. Selected milestones and events in public health that occurred during CDC’s 60-year history 





1946 


1949 


1957 


1961 


1962 


1964 


1966 
1968 
1970 
1973 





Communicable Disease Center established from 
the World War II agency, Malaria Control in 
War Areas. 

Last case of smallpox in the United States. 

Epidemic Intelligence Service (EIS) founded. 


First EIS assistance for environmental exposure 
(trichloroethylene) and occupational exposure 
(anthrax). 


Inactivated polio vaccine licensed; “Cutter 


incident” investigated. 
Onset of “Asian flu” influenza pandemic. 


MMWR moved to CDC from National Office 
of Vital Statistics. 


First EIS assistance for chronic disease (leukemia 


cluster). 


Advisory Committee on Immunization Practices 


(ACIP) holds first meeting. 


First Surgeon General’s Report on Smoking and 


Health. 
Global smallpox eradication effort begins. 


Onset of “Hong Kong flu” influenza pandemic. 


CDC name changed to Center for Disease Control. 


National Institute for Occupational Safety and 
Health becomes part of CDC. 

First EIS assistance for injury (homicide in 
Georgia). 

First Environmental Protection Agency standards 
to phase out lead from U.S. gasoline. 

First Field Epidemiology Training Program 
(Canada). 

Legionnaires disease investigated; etiologic agent 
identified 

Guillain-Barré syndrome associated with swine 
influenza vaccine. 

Ebola virus identified in Zaire and Sudan. 


Last case of endemic smallpox in world reported 


from Somalia. 

CDC opens maximum-containment laboratory. 

National health objectives for 1990 initiated at 
Crx.. 

Last case of endemic poliomyelitis caused by wild 
poliovirus in the United States. 


1980 


1981 
1986 


1987 


1988 


1992 


1993 


1994 
1996 


1997 


1998 


1999 
2001 


2003 


2005 


2006 


CDC name changed to Centers for Disease 
Control, reflecting new organization. 

Congress creates the Agency for Toxic Substances 
and Disease Registry, which becomes a “sister 
agency’ to CDC. 

MMWR reports on Reye syndrome associated 


with aspirin use. 


Toxic shock syndrome associated with tampons. 


First AIDS cases reported in MMWR. 

Office on Smoking and Health becomes part 
of CDC. 

National Center for Health Statistics added 
to CDC. 

Center for Chronic Disease Prevention and 
Health Promotion established at CDC. 

CDC name changed to Centers for Disease 
Control and Prevention. 

National Center for Injury Prevention and 
Control added to CDC. 

Hantavirus pulmonary syndrome recognized 
in southwestern United States. 

Vaccines for Children Program established. 

Prevention Effectiveness Program and Guide 
for Community Preventive Services initiated. 

Cardiac valvulopathy associated with 
fenfluramine (fen-phen). 

H5N1 avian influenza outbreak spreads 
to humans in Hong Kong. 

Cereal grain enriched with folic acid by federal 
mandate. 

West Nile virus identified in New York City. 

CDC responds to World Trade Center and 
bioterrorist anthrax attacks. 

National Center on Birth Defects and 
Developmental Disabilities formed at CDC. 

Severe acute respiratory syndrome (SARS) 
coronavirus identified. 

CDC responds to Hurricanes Katrina and Rita. 

ACIP recommends 15th and 16th routine 
immunizations for children and adolescents 


(rotavirus and human papillomavirus vaccines, 


respectively). 
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The expertise gained in Africa served as a major resource 
for WHO in the two countries that posed the greatest 
obstacle to global smallpox eradication, India and Bangladesh. 
In addition to full-time staff assigned to both countries, hun- 
dreds of CDC staff members served short-term assignments 
in India and Bangladesh. The last known case of naturally 
acquired smallpox in the world occurred in 1977 in Somalia 
(Figure 

\ manmade disaster affecting an African nation’s health led 
CDC into the new areas of disaster relief and nutritional health. 
In 1968, civil war in Nigeria caused a disastrous famine in 
parts of that country. The International Committee of the 
Red Cross and, ultimately, the U.S. Department of State, 
requested that CDC assist in determining the extent of the 
famine in eastern Nigeria. | pidemiologists and operations of- 
ficers immersed themselves in surveillance and the design of 
programs to combat malnutrition. CDC’s Karl Western was 
secretly airlifted by the Department of State into the seces- 
sionist state of Biafra to investigate the famine there; he found 


the highest recorded prevalence of severe malnutrition since 


FIGURE. The last known case of smallpox in the world was in 
this man aged 23 years in Somalia in 1977 


Photo/World Health Organization 


the Netherlands Potato Famine of 1945 (4). CDC’s experi- 
ence in these two new areas of disaster and nutrition would 
later be put to use both domestically and globally. Such inter- 
national activities are not without risk. Paul Schnitker, an EIS 
officer in the class of 1969 who was enroute to Nigeria to aid 
in the famine activities, was killed when his aircraft failed to 


land safely at Lagos. 


Broadened Domestic Horizons 

In contrast to its sudden and dramatic entrance into global 
health, CDC’s venture into broader domestic activities was 
more gradual. In 1970, CDC’s involvement in these activities 
led to its renaming as the Center for Disease Control. Many 
of the new programs were described by Langmuir, the “father 
of EIS,” as the “EIS diaspora” (5). 

Langmuir had long been concerned about overpopulation. 
He saw the CDC approach to communicable disease control 
as adaptable to evaluating family planning programs. CDC 
supported his decision to assign an EIS officer, Nicholas 
Wright, to evaluate the family planning program at Grady 
Memorial Hospital in Atlanta, Georgia. Investing even a single 
person's time in this field was initially controversial. However, 
from this small beginning, CDC’s multidisciplinary repro- 
ductive health program grew to eventually encompass not only 
family planning but also maternal and child health. 

An epidemiologic investigation of clusters of leukemia cases 
in the 1960s led to establishment of leukemia surveillance at 
CDC in 1966 (6). This and other early investigations of non- 
infectious disease clusters led to discovery of small clusters of 
birth defects; CDC’s leukemia surveillance activities were 
broadened to include them. Birth defects surveillance and 
research led to recognition of the role of folic acid in the pre- 
vention of spina bifida and ultimately to the mandatory 
inclusion of folic acid in many of the nation’s cereal grain 
products in 1998. 

Experience with the famine in Biafra provided a basis for 
establishment of a CDC nutrition program. In 1969, Con- 
gress authorized a nutrition survey in 10 states to determine 
the true extent of malnutrition in the United States. The PHS- 
administered nutrition program requested assistance from 
CDC to analyze the data and write the required report to 
Congress. CDC agreed under the condition that it be allowed 
to assume responsibility for the entire public health nutrition 
program. This agreement inaugurated the first nutrition pro- 
gram at CDC. Staff members who had been in Nigeria dur- 


ing its civil war evaluated the 10-state survey data and wrote 


the report to Congress. The program has continued to grow 


with realization of the major role of nutrition in disease 
prevention. 
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In 1972, CDC had another opportunity to consolidate PHS 
prevention activities into one agency. PHS wanted to recog- 
nize the role of health education in preventing disease. CDC 
proposed taking on that role through the transfer of HEW’s 
Smoking and Health Program to CDC. This would provide a 
foundation on which to develop expertise in health commu- 
nications regarding the major causes of death and disability. 
This approach was gradually adopted throughout CDC and 
provided the basis for the widespread recognition of the role 
of behavioral scientists in CDC’s prevention mission (7). 

The final building block in the consolidation of preventive 
health services was the addition of programs related to the 
environment. In the 1960s, epidemiologic investigations 
related to environmental contamination and toxicologic labo- 
ratory testing were conducted by CDC, but prevention pro- 
grams related to environmental health were housed in other 
parts of PHS. In 1973, the National Institute for Occupa- 
tional Safety and Health was transferred to CDC, as were com- 
munity environmental activities relating to lead exposure and 
rat control. These programs benefited by being incorporated 
into an agency that considered surveillance, investigation, and 
corrective action as the foundation of successful prevention 
programs. 

This brief historical comment does not give due attention 
to the many major outbreaks and investigations and to the 
evolution of public health science during the era described. 
Concern over hospital-acquired infections led to the major 
undertaking of the Study on the Efficacy of Nosocomial 
Infection Control (SENIC) to prove that reduction in such 
infections was not only life saving but cost effective (8), which 
provided a scientific foundation for 21st-century efforts such 
as the 100,000 Lives Campaign (9). Legionnaires disease put 
CDC on the front page of newspapers for weeks (/0) and 
foreshadowed CDC's comprehensive response to emerging 
infections. The Tuskegee syphilis study led to the establish- 
ment of programs to protect human subjects in research (//) 
and a formal apology by the U.S. government in 1997. The 
swine flu vaccination program demonstrated the possibility 
of organizing and managing an immunization program 
involving procurement, distribution, liability issues, and 
adverse event surveillance while vaccinating 43 million per- 
sons in 2 months (/2). Lessons learned by CDC during the 
1976 swine flu vaccination program are being used to 
improve preparedness for pandemic influenza. 

his third decade of CDC history might be summarized as 
establishing a firm foundation for what would become the 


nation’s disease prevention agency. 
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David J. Sencer, M.D., M.PH., joined CDC in 1960 and 
was director of CDC during 1966-1977. His other 
positions included New York City Health Commissioner 
during 1982-1986. Currently, he is retired and living in 
Atlanta, Georgia. 














Varicella Outbreak Among 
Vaccinated Children — 
Nebraska, 2004 


On November 19, 2004, a school nurse notified the 
Nebraska Health and Human Services System (NHHSS) of a 
varicella outbreak in an elementary school (grades kindergar- 
ten through 7). In collaboration with local health department 
officials and CDC, NHHSS initiated a retrospective cohort 
study to determine the magnitude of the outbreak, assess vac- 
cine coverage and effectiveness, and compare disease severity 
among vaccinated and unvaccinated students. This report 
summarizes the investigation and considers the suitability of 
school settings for case-based surveillance. The findings high- 
lighted the importance of improving varicella vaccination cov- 
erage and implementing varicella vaccination school-entry 


requirements. 
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Questionnaires were sent to parents of all students at the 
elementary school to determine history of varicella disease, 
varicella vaccination status, and underlying medical condi- 
tions. School immunization records were reviewed to con- 
firm vaccination status for all students. In addition to receiving 
the questionnaires, parents of ill students were interviewed by 
telephone to ascertain the extent and nature of the disease. 
Specimens from skin lesions were solicited and tested for 
varicella-zoster virus (VZV). 

\ case was defined as illness in a student with an acute gener- 
alized maculopapulovesicular rash without other apparent cause 
with onset during August 26—December 23, 2004 (i.e., during 
the fall school term). Cases were categorized as mild (<50 skin 
lesions), moderate (50-500 skin lesions), or severe (>500 skin 
lesions or any complications or hospitalization). No student 
with a history of varicella had the disease during the outbreak; 
therefore, students with a varicella history were excluded from 
vaccine effectiveness (VE) calculations (as were students whose 
parents did not return the questionnaire). VE was calculated as 
the proportional reduction in varicella attack rate between 
vaccinated and unvaccinated students using the following 
formula: VE = (1 — Relative Risk [RR]) x 100. 

[he 283 students enrolled at the elementary school were 
divided into 15 classrooms. Parents of 19 (7%) of the 283 
students did not return the questionnaire. Of the 264 respon- 
dents, 122 (46%) indicated that their child had a previous 
history of varicella. Of the remaining 142 students, 115 (81%) 
had been vaccinated. Illness in 33 students met the case defi- 
nition. Specimens collected from skin lesions of seven stu- 
dents tested positive for VZV by polymerase chain reaction. 
lhe 33 patients ranged in age from 5 to 13 years (median: 
8 years), and 20 (61%) were male. They represented all grades 


kindergarten through and 13 of 15 classrooms (Table). 


> 


Results were grouped by grade to clarify vaccination coverage 
and varicella attack rates in the school. 

The outbreak started in late September and peaked in late 
October to early November (Figure). The index patient was 
an unvaccinated kindergarten student with rash onset on 
September 21. The child had a febrile illness and severe dis- 
ease (i.¢e., >500 lesions and a secondary skin infection compli- 
cation) and attended school for 2 days after rash onset. The 
source of the infection for the index case could not be identi- 
fied. In nine of the 13 affected classrooms, the earliest rash 
onset was in an unvaccinated student. Three students became 
ill subsequent to illness onset in a sibling who attended the 
same school. Four secondary cases among nonstudent house- 
hold members were identified (one child and three parents, 
all of whom were unvaccinated). All had rash onset within 
2 weeks of exposure. 

Attack rates for vaccinated and unvaccinated students were 
13% (15 of 115 students) and 67% (18 of 27 students), 
respectively. VE was 81% (95% confidence interval [Cl] 
66%-89%) for preventing varicella of any severity and 93% 
(95% Cl = 82%-—97%) for preventing moderate to severe dis- 
ease. Vaccinated students were significantly more likely to have 
milder disease (67% versus 11%) and fewer days of rash 
(5 versus 7.3) and to miss fewer days of school (3 versus 5.2) 
than unvaccinated students (p<0.01). 

After recognition of the outbreak, all parents at the school 
were notified of its occurrence, and parents of infected children 
were asked to keep their children at home until the end of the 
infectious period (i.e., 4—5 days after rash onset or until lesions 
formed crusts); NHHSS did not legally have the option of 


excluding unvaccinated students from school during the out- 


break. In addition, teachers were provided information regard- 


ing recognition of mild cases that typically occur in vaccinated 


TABLE. Distribution of students,* by grade, varicella vaccination status, and varicella attack rate — Nebraska, 2004 





No. of students 


Total no. with history 


(total no. of eligible students") 


Vaccination Overall attack 
coverage rate among 


No. of cases‘ of eligible eligible 





students students 


Grade of students Unvaccinated 
Kindergarten 28 2 3 (3) 
1 27 é (6) 
, 21 3 (0) 
33 4 (5) 
28 2 (5) 
28 1 (4) 


of varicella’ Vaccinated Total % % 


(23) 4 (26) 89 15 
(17) 11 (23) 74 48 
(18) 3 (18) 17 
(21) (26) 81 27 
(11) (16) 69 29 
(9) (13) 69 8 
35 26 1 (1) (8) (9) 89 "1 
64 0 (3) (8) (11) 73 9 
Total 264 122 8 (27) 15 (115) (142) 81 23 
; Students whose parents responded to the questionnaire (N = 264); age range: 5-13 years. 
. Excluded from analyses 


«Acute generalized maculopapulovesicular rash illness without other apparent cause with onset during August 26—December 23, 2004 
Students with no history of varicella 
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FIGURE. Number of varicella cases,* by week of rash onset 


and vaccination status — Nebraska, 2004 


Unvaccinated student 


g Vaccinated student 


Number of cases 


Week and month 


*Acute generalized maculopapulovesicular rash illness without other 
apparent cause with onset during August 26—December 23, 2004 (N = 33) 


children. Although school and public health officials recom- 
mended vaccination of exposed, susceptible students at the 
Nebraska elementary school after recognition of the outbreak, 
no parents of the susceptible students agreed to administration 
of varicella vaccine to their children during the outbreak. 
Reported by: D Huebner, Hershey Elementary School, Hershey; 
S Smith, West Central District Health Dept, North Platte; T Safranek, 
MD, A O'Keefe, MD, Nebraska Health and Human Sves System. 
A Lopez, MHS, M Marin, MD, D Guris, MD, Div of Viral Diseases, 
National ¢ ente) for Immunization and Respirator) Diseases proposed); 
A Date, MD, EIS Officer, CDC. 
Editorial Note: Since licensure of varicella vaccine in the 
United States in 1995 and subsequent nationwide implemen- 
tation of a varicella vaccination program, the country has 
experienced a dramatic decline in cases, hospitalizations, and 
deaths related to varicella (1,2). However, varicella outbreaks 
continue to occur among unvaccinated and vaccinated school 
children (3-6). This report corroborates the findings of other 
postlicensure studies, which indicated that the varicella vac- 
cine is 80%-85% effective in preventing varicella of any 
severity and >95% effective in preventing severe varicella dis- 
ease and that disease is generally milder in vaccinated persons. 
In 1999, the Advisory Committee on Immunization Prac- 
tices (ACIP) recommended establishing a varicella vaccina- 
tion school-entry requirement (7). In August 2004, Nebraska 
implemented the requirement, applicable that year to students 
entering kindergarten and 7th grade and all out-of-state trans- 


fers.* The requirement has been extended to successive grades 





* Available at http://www.sos.state.ne.us/business/regsearch/Rules/Health 


and_Human_Services_System/Title-173/Chapter-4.pdf 


each subsequent year. In 2004, at the time of the outbreak, 
coverage in Nebraska was 82% among children aged 19-35 
months. Some kindergartners and 7th graders at the outbreak 
school remained unvaccinated for religious reasons and were 
allowed to begin the 2004 fall term; Nebraska state law allows 
exceptions on religious and medical grounds. 

No parents of susceptible students agreed to administration 
of varicella vaccine to their children during the outbreak, likely 
because of a widespread belief among the parents that the vac- 
cine was ineffective; the outbreak coincided with introduc- 
tion of the varicella vaccination requirement, and some 
vaccinated students were contracting varicella. This report 
refutes the misconception that vaccination was ineffective and 
underscores the importance of investigating such outbreaks 
and educating parents about the value of varicella vaccination. 

The findings in this report are subject to at least three limi- 


tations. First, information on history of varicella was obtained 


from parents and therefore subject to recall bias and reporting 


errors. Second, reliance on school staff members to notify 
NHHSS of potential cases might have led to incomplete case 
ascertainment. Third, reliance on parents for reports of rash 
or physicians for diagnosis might have resulted in overestima- 
tion or underestimation of VE; inability of school staff mem- 
bers or parents to recognize mild cases of disease also might 
have led to an overestimation of VE. 

In the United States, school-entry vaccination requirements 
have resulted in high and sustained vaccination coverage 
among school-aged children (8). By July 2006, the District of 
Columbia and all states except Idaho, Montana, Vermont, and 
Wyoming had implemented a varicella vaccination school- 
entry requirement. Varicella vaccination has reduced the risk 
for and severity of varicella disease among vaccinated students 
and warrants improving varicella vaccination coverage through 
broader school-entry requirements. In 2005, ACIP expanded 
its varicella vaccination school-entry requirement recommen- 
dations to include students from kindergarten through col- 
lege (9). Gradually covering all grades through implementation 
of school-entry requirements will increase vaccination cover- 
age and population immunity and continue to reduce vari- 
cella morbidity in schools and the community. 

To reduce additional virus transmission during outbreaks, 
in 2005, ACIP recommended a second dose of vaccine in out- 
break settings for those who had received 1 dose of varicella 
vaccine (9). In addition, ACIP recently recommended a 
routine second dose of varicella vaccine for children aged 
4—6 years.’ During the 2004 Nebraska outbreak, because of 
the resistance by parents to vaccinating exposed susceptible 


students, NHHSS did not consider providing a second dose 





Available at http://www.cdc.gov/od/oc/media/pressrel/r060629 b.htm 
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for previously vaccinated students; 13% of vaccinated chil- 
dren acquired varicella. Varicella-zoster immune globulin was 
not administered to any students. 

In 2002, the Council of State and Territorial Epidemiolo- 
gists recommended that by 2005, all states should establish 
case-based varicella reporting by using either statewide sur- 
veillance or surveillance in sentinel sites (/0). Case-based sur- 
veillance systems facilitate timely recognition and control of 
outbreaks such as the Nebraska outbreak and help define the 
impact of varicella vaccination on the epidemiology of vari- 
cella disease. As demonstrated in this outbreak, schools are an 
ideal setting for varicella sentinel surveillance because of their 
readily available vaccination records and populations that can 
be surveved easily. 
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Errata: Vol. 55, No. SS-6 


In the Surveillance Summary, “Human Immunodeficiency 
Virus (HIV) Risk, Prevention, and Testing Behaviors 
United States, National HIV Behavioral Surveillance System: 
Men Who Have Sex with Men, November 2003—April 2005,” 
on page 1, in the “Results” section of the Abstract, the fifth 
sentence should read, “' nprotected anal intercourse was 
reported by 58% with a main male partner (someone with 


whom the participant had sex and to whom he felt most com- 


mitted [e.g., a boyfriend, spouse, significant other, or life part 


ner]) and by 36% with a casual male partner (someone with 
whom the participant had sex but who was not considered a 
main partner). 

On page 9, under the heading, “Use of HIV Prevention 
Services and Programs, the second sentence should read, 
“Overall, 8,035 (80%) participants had received free condoms; 
1,505 (15%) had engaged in an individual-level intervention, 
and 801 (8%) had engaged in a group-level intervention 


(Table 11).” 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Number of Emergency Department (ED) Visits with Diagnostic 
Imaging Performed — United States, 1995 and 2004 
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20 4 2004 | 
| 
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Number (in thousands) 








Did. 


Chest Extremity Other MRI or CAT" Ultrasound 
radiograph radiograph radiograph 


Imaging procedure 
*Magnetic resonance imaging or computerized axial tomography 


Trends in the use of diagnostic imaging can be an important component of tracking ED use and cost. In 2004, 
more ED visits included imaging procedures than in 1995 (43% versus 38% of visits, respectively). During 
1995-2004, the number of MRI or CAT scans nearly quadrupled, and the number of ultrasounds more than 
doubled. The overall number of ED visits increased by 14%. 


SOURCE: CDC. National Hospital Ambulatory Medical Care Survey, 1995 and 2004. Available at http://www. 
cdc.gov/nchs/nhamcs.htm. 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 


week ending July 8, 2006 (27th Week)* 





Current 
Disease week 


5-year 
Cum weekly Total cases reported for previous years 








Anthrax 


2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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28 





for HIV/AIDS. STI 


National Center for Infect 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 (27th Week)* 
Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 











Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Max 2006 week Med Max 2006 2005 week Med Max 2006 





United States 6,7 72 5,170 464,61 495,25 1,643 2,059 28 69 1,22 
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C.N.M.|.: Commonwealth of Northern Mariana Islands 

U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

. Chlamydia refers to genital infections caused by Chlamydia trachomatis 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 











756 MMWR July 14, 2006 





TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 
(27th Week)’ 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 36 320 1,0 7,048 8,297 2,480 6,462 ! 156,620 5,130 28 37 142 1,030 1,328 
New England 25 5 1( 726 § 100 6 3,092 1 
Connecticut ) 3 8 34 40 1 27 1 286 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 
(27th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max week Med Max 2006 2005 


United States 32 76 245 93 38 88 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 
(27th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Cum Current 52 weeks 
Reporting area week Med Max week Med Max 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 


(27th Week)* 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 
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Current 52 weeks Cum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 


(27th Week)* 





Rabies, animal Rocky Mountain spotted fever 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 
(27th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 


United States 23 52 7 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 


(27th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages 


Syphilis, primary and secondary 


Varicella (chickenpox) 





Previous 
52 weeks 
Med Max 2006 
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Med Max 


Current Cum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 8, 2006, and July 9, 2005 
(27th Week)*_ 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 


Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 
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TABLE Ill. Deaths in 122 U.S. cities,* week ending July 8, 2006 (27th Week) _ 
All causes, by age (years) All causes, by age (years) 


All | 
Reporting Area Ages 
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TABLE IV. Provisional cases of selected notifiable diseases, United States, quarter ending July 1, 2006 (26th Week) 
AIDS* HIV/AIDS* Tuberculosis’ 
Previous Previous Previous 


Current 4 quarters Cum Current _ 4 quarters Cum Current __4 quarters Cum Cum 
Reporting area quarter Min Max 2005 quarter Min Max 2005 quarter Min Max 2006 2005 


United States 10,2008 6 11,014 8 4 20,896 14,939 20.896 35.8 31,669 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals July 8, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 





Ratio (Log scale) 
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